Abstract
Objective-To assess the meaningfulness of a year's worth of audit data relating to all the inpatients of one consultant general surgeon and to question the usefulness of certain outcome measures.
Design-Analysis of records entered on to audit computer (Dunnfile) and relating to inpatient episodes for one consultant general surgeon over one year. Data obtained were compared with ward records and the patient administration system to check their accuracy.
Setting-The three hospitals and 12 wards in Brighton health district where the surgeon admitted patients.
Subjects-859 Records relating to inpatient episodes from 1 January to 31 December 1988. These covered 655 main procedures and 79 secondary procedures performed at the same time.
Main outcome measures-Procedures were analysed by complexity of operation (BUPA code) and grade of surgeon; complications were counted and rates constructed by surgeon and by BUPA code: returns to theatre were analysed.
Results -Simple counts revealed some data, such as the fact that one registrar performed more major operations (32) than the senior registrars (22 and 14) , and an analysis of complications showed that he had a lower complication rate (11.4% v 20-0% and 19.4%). But the simple complication rate disclosed nothing about whether the complication was avoidable. Likewise, the number of returns to theatre needed further qualification. Analysis of data collection for February to April 1988 showed a 30% deficit of information on the audit system compared with ward records and prompted a re-examination of everyone's role in collecting data. After the year's audit there was still a 17% shortfall compared with the district's patient administration system, though some of this was accounted for by a backlog of work.
Conclusions BMJ VOLUME 300 We therefore re-examined everyone's role-that is, that of all medical, clerical, and administrative staff-in the whole process. It became clear that day patients, patients admitted to seldom used wards, and patients admitted during the night were being overlooked.
After the completion of the year's audit, we again checked for a shortfall in the numbers of patients entered on to the system. As we were concerned about the accuracy of the ward clerks' manual records we compared our number with the number of patients in the district's patient administration system. We discovered a shortfall of 169 (17%). The audit was carried out five weeks after the end of the year, and some patients, although admitted in 1988, may still have been in hospital. In addition, the absence of staff led to backlogs. Many of the forms would probably eventually have found their way to the computer. But the reasons why some forms never got there were unclear.
Is it worth it?
Three recent publications provide useful explanations of, and guides to, medical audit."3 But it is clear, especially to those who have tried, that systematic medical audit does not come about easily. The use of a computerised audit system includes everyone in a discipline of data collection that is unfamiliar. Protocols have to be set up to ensure that the system works and that data are collected on all inpatients.
Despite our efforts we still have the problem of ensuring a 100% coverage of inpatient workload. Anything less than a 100% coverage considerably devalues the interpretation of audit data. So how, in such circumstances, can audit data be used as a working tool for managing a surgical firm? The timing of audits is only part of the answer, for some inpatient proformas, as already shown, may never get to the computer. If Dunnfile could communicate with the other hospital information systems, such as the patient administrative system, it would be easier and less time consuming to check for and chase up missing or delayed data collection forms. Communication with this system would also reduce the amount of time spent keying in patient information. Demographic details and certain details about the patient's hospital stay already entered into the patient administration system could be down loaded to Dunnfile, eliminating the need to rekey them.
Despite these problems there have been many benefits gained by incorporating routine audits into the day to day running of the surgical firm. The audit has recorded the throughput of the firm and allowed us to show activity objectively.
In general surgery in Brighton, morbidity and mortality meetings have been routine practice since 1984. By recording complications and interesting cases as they occur Dunnfile has made case selection for presentation at such meetings much easier. It has offered us the opportunity to study the incidence and pattern of complications so that any possible improvement or changes in practice can be undertaken. Junior staff are given printouts highlighting the cases they have been concerned with during their training. Information about the number and type of operations and the ensuing complications are readily available. The data generated can be used in managing the firm. A future prospect, requiring more than a year's audit data, could be the tracking of changes in the firm, such as increased specialisation.
Nevertheless, the considerable amount of time and effort that has had to be put in to garner these benefits should not be understated. The quality of the data depends on the commitment and enthusiasm of the whole firm, but in particular the consultant. The actual process of filling in forms for audit has significantly changed clinical practice. A data collection form has to be filled in for all inpatients; the surgeon performing an operation is responsible for filling in the appropriate details, and all the information on the data collection forms is then verified by the consultant before being entered on to the computer.
Consideration has to be given to the mode of presentation of audit data. Dunnfile produced most of the information we demanded of it. But only in a few cases could the information be incorporated into other reports without further work. Some tabulations had to be done manually-for example, that showing complications by grade of operation by surgeon (table IV) . Other information, we decided, could be more appropriately presented in graph form.
Time spent considering the presentation of data, so that it can make apparent aspects and regularities which might otherwise be difficult to discern, is time well spent. Unless great care is taken over the presentation of audit data (and even when data presentation has been meticulous) the data are open to misuse:
The secret language of statistics, so appealing in a fact minded culture, is employed to sensationalise, inflate, confuse and oversimplify. Statistical methods and statistical terms are necessary in reporting the mass data of social and economic trends, business conditions, "opinion polls," the census. But without writers who use the words with honesty and understanding and readers who know what they mean the result can only be semantic nonsense. 4 What we have attempted to do in this paper is to raise awareness about the problems of presenting and interpreting audit data and to illustrate this by questioning the appropriateness of using such generally accepted (but crude) indicators of quality such as the numbers of complications and returns to theatre without further qualification.
